A 35-year-old woman developed symptoms of multiple system disease. Three months later she was admitted to hospital and died six days after admission, with signs suggestive of mitral stenosis. Postmortem examination indicated primary chorion carcinoma of the right ovary with metastases to the left atrium, lungs, brain, kidneys, pancreas, mesenteric arteries, and spleen. The signs and symptoms, and the morphological and histologicalfindings at necropsy, are discussed.
History
In February 1975, a 35-year-old mother of two children developed severe left-sided chest pain, headache, transient paraesthesiae, and pareses of the upper extremities, visual disturbance, agnosia, motor aphasia, and abdominal symptoms. She was admitted to our hospital three months later because of unclear pulmonary symptoms and recurrent tachycardia. The obstetric history was unremarkable.
CLINICAL AND LABORATORY FINDINGS
On clinical examination the patient was febrile and appeared chronically ill but was not in acute distress. She was slightly dyspnoeic and had a tachycardia varying between 100 and 160 beats/min. The cardiac findings were consistent with mitral stenosis. The blood pressure ranged between 140/90 and 170/110 mmHg. Slight paresis of the right arm and increased right-sided tendon reflexes were noticed. Gynaecological examination revealed some tenderness of the recto-vaginal pouch but the examination was otherwise unremarkable. The electrocardiogram showed sinus tachycardia, left atrial hypertrophy, and evidence of right and left ventricular hypertrophy. The phonocardiogram showed the typical signs of mitral stenosis: accentuated first heart sound, mitral opening snap, low frequency protodiastolic murmur, and discrete presystolic murmur. The chest x-ray showed a typical 'mitralised configuration' of the heart, with evidence of an enlarged left atrium, filling out of the left-sided waist of the heart, a prominent pul- (Griffiths, 1965; Berge and Sievers, 1968; Friedberg, 1972) . In principle, any metastasising tumour may also produce cardiac metastases. Carcinomata of the bronchial tree and the breast and malignant lymphoma tend to metastasise to the heart in 23 to 33 per cent (Hanfling, 1960; Roberts et al., 1968) . In malignant melanoma metastases to the heart occur in up to 50 per cent of cases . Only 10 per cent of cardiac metastases cause cardiac symptoms (Hurst, 1974) . Site, size, and tendency to embolism determine the clinical findings; metastases to the heart may mimic valvular disease, or produce electrocardiographic features of myocardial infarction and conduction defects (James, 1962; Conde et al., 1975) . When sinus rhythm is present, multiple systemic embolism should always suggest the possibility of a cardiac tumour, particularly of left atrial myxoma (Goodwin, 1963; Greenwood, 1968) . Atrial tumours presenting as mitral stenosis are most commonly myxomata, occasionally pedunculated sarcoma, and very rarely metastases (Stems et al., 1966; Friedberg 1972 ).
There is a high incidence of local metastases in chorion carcinoma, and less frequently metastases are found in lungs, liver, and brain, rarely in kidneys, spleen, and heart. If the chorion carcinoma causes cardiac metastases at all, they are usually to the right side of the heart (Handbuch, 1930) .
A metastasis of chorion carcinoma to the left atrium has not been described so far to our knowledge and, therefore, must be regarded as a rarity. (Hanfling 1960; Rogen and Moffat, 1967) . Apparently, the left atrial metastasis was initially attached to the atrial endocardium after having passed the pulmonary circulation, and extended from there backwards into the pulmonary veins. The systemic tumour emboli obviously originated from the left atrial metastasis. 
